wards had considerable bruising in her right shoulder region. She complained that she could not get her hand right above her head.
She had had a neuritis of right ulnar distribution, which was treated in St. Thomas's Hospital in 1937 , by transposition of her ulnar nerve, but this gave no improvement.
Examination showed that movements of the shoulder-joint were full, but her right scapula was very prominent, especially along the vertebral border, and rotation of the scapula was limited by about ten degrees on full abduction of the arm. X-ray taken on 28.4.48 showed a comminuted fracture through a cyst of her right scapula. She was seen again on October 7, when she had some pain behind her shoulder, but full movement. X-ray showed very little change in the cyst of her scapula, and no evidence of cervical rib or of any bony injury to the right elbow-joint, which might account for the neuritis involving her right hand.
Dr. I. H. Milner: When I examined this patient I found evidence of a right Horner's syndrome, some hypalgesia in the neck and more atrophy and weakness of hand and forearm muscles and analgesia of the hand than an ulnar lesion could produce. Furthermore she had marked scoliosis and stiffness of the cervical spine. The radiograph of the latter does, I consider, show osteoarthritis to be present in that region. It is probable, therefore, that this patient sustained a lesion of her cervical cord and roots as the result of an accident in which her head was caught in a door. I would recommend lateral and oblique views of her cervical spine to demonstrate the condition of the disc spaces and the intervertebral foramina. It may even be that the condition of her scapula is a "trophic" necrosis secondary to her neurological condition, or ischmmic through a damage to, and thrombosis in, her transverse cervical artery occurring at the same time as her other injuries. History.-June 1947: She first noticed pain and stiffness in the middle of the back. February 1948: Her spine was manipulated at another hospital, and two months later, when she was seen in the Middlesex Hospital, a radiograph showed tuberculosis of the eighth and ninth thoracic vertebra with long paravertebral abscess shadows extending from T.4 to L. 1 (fig. 1 ). The lung fields were clear (fig. 2) . 10.5.48: Open-air treatment was instituted and she was placed in a plaster bed. The E.S.R. (Wintrobe) was 46 mm. in the first hour, and her temperature fluctuated from normal to 990 F. 21.6.48: She complained of a dry cough and a sharp pain in the right costal margin, made worse on breathing. Temperature 1020+ and signs of a right pleural effusion confirmed by X-ray which also showed some collapse of the right lower lobe (fig. 4) . The right paravertebral abscess shadow had disappeared ( fig. 3 ). 1.7.48: Aspiration of the right chest posteriorly yielded turbid yellow fluid containing numerous lymphocytes, and tubercle bacilli were found on culture.
The temperature settled in about three weeks ( fig. 5 ) and her general and local condition have since improved. In December 1948 she was apyrexial, the E.S.R. was 15 mm. in the first hour, and the affected vertebrae were recalcifying. The residual fluid in the right pleural cavity was loculated posteriorly and much decreased in amount following repeated aspiration of thick fluid with shreds of lymph coagulum containing numerous necrotic lymphocytes; and the lower edge of the right paravertebral abscess became visible again as the wall thickened.
The recent literature contains several references to the rupture of paravertebral abscesses into (a) The pleura: Seddon, 1936; Starkie, 1938 , Emrolaev, 1939 Brooks, 1942 
